present in so many normal people that they are clearly of no diagnostic significance.
The enormous hypertrophy of the colorectal musculature makes tight twistingall but impossible and the sigmoid vessels are consequently greatly enlarged and thick-walled.These changes account for the limited degree of the volvulus and the chronic, intermittent nature of the attacks, as well as the rarity of gangrene and the safety of rectal deflation. Likewise, the megarectum makes some form of primary anastomosis an easy, safe and satisfactory procedure.
Why such fundamental differences in the condition should exist is intriguing. That they do exist is important to the surgical trainees whooften deal with these cases, since rational management follows from an appreciation of the pathology (Hughes L E, 1969, MedicalJournal ofAustralia 1, 268-272 01. 1969 , Freeman & Loughhead 1973 . The useof lidocaine must be discouraged because it depresses cardiac contractility. Although this cardiac depressant is less than that of TCA, the two are synergistic (Langsletet 01. 1971). It isalso pertinentto mention that disopyramide, procainamide and quinidine are contraindicated in this context because these drugs havethe same actions asTCA and, therefore, further depress both conduction and myocardial contractility.
probably the best treatment for cardiovascular complications is alkalinization of the blood (Brown et al. 1973) . The recommended method is with sodium bicarbonate I to 3 mEq{kg, but sodium lactate may also be used. Sodium bicarbonate increases the plasma protein binding of TCA, thereby decreasing the pharmacologically active (unbound) TCA. I was disappointed to note that alkali was never used in the treatment regimes reviewed by Crome and Newman. As they emphasize, respiratory acidosis of hypoventilation is very common and further aggravates the risk of cardiotoxity. Therefore, the importance of good ventilation and alkalinization can never be stressed enough. Bretylium tosylate deserves a mention here. I have used this drug and found it very helpful in the management of ventricular fibrillation succeeding ventricular tachycardia. Although the mechanism of action of bretylium duplicates TCA's adrenergic stimulant effects, there is no myocardial depression and bretylium is the only available antiarrhythmic drug which does not decrease cardiac output (Koch-Weser 1979) . Further assessment seemswarranted.
Finally, I wouldlike to emphasize the efficacy of dobutamine in the management of hypotension in TCA poisoning. Dobutamine, like dopamine and isoprenaline, increases myocardial oxygen consumption by augmenting cardiac contractility, but has a lesser effect on heart rate. It significantly increases cardiac output and lowers pulmonary capillary wedge pressure. Isoproterenol has great inotropic efficacy but its administration involvesa considerable risk of cardiac arrhythmias. I strongly believe that dobutamine fulfils a need in the treatment of hypotension in tricyclic poisoning because it does not have the chronotropic or vasodepressor actions of dopamine or the arrhythmogenicpotential ofanyof theseagents. Moreover, dobutamine has an immediate onset but a brief duration of action that makes possible titration of the desired amount of inotropic effect by control· ling the rate of the intravenous infusion (Tuttle & M ills 1975 
